Treatment with ethinyloestradiol (30 jig D 5-25) had no effect.  prednisone and fresh frozen plasma infusions produced only temporary remissions. The antioestrogen tamoxifen, 30 mg daily, completely suppressed the erythema multiforme, and its reduction to 10 mg daily was followed by a severe recurrence. She is now maintained on a regimen of tamoxifen 20 mg and 10 mg on alternate days. She is amenorrhoeic on this regimen.
Discussion
Erythema multiforme can be due to a wide variety of causes (Huff et al. 1983 ). When associated with menstruation it can be a manifestation of autoimmune progesterone dermatitis (Hart 1977) . Alternatively the link could be indirect, with the erythema multiforme being triggered by menstrual-associated herpes simplex or the use of analgesics or other drugs at the time of the menses. Neither of the latter two causes was applicable in this patient.
Autoimmune progesterone dermatitis is frequently associated with prior exposure to synthetic progestogens, and this had occurred in our patient who had taken an oral contraceptive 5 years before the onset of the eruption. It has been suggested by Hart (1977) that the synthetic progestogen may act as a stimulus for antibodies which cross-react with natural progesterone. The cyclical erythema multiforme in this patient was provoked by both endogenous and exogenous progesterone and a synthetic progesterone. The onset of the eruption coincided with peak serum progesterone levels and, furthermore, it was induced within 48 hours by intramuscular injection of 10 mg progesterone or 10 mg medroxyprogesterone. The latter also evoked a rise in circulating immune complexes for 48 hours. The time interval is shorter than the 1-3 weeks usually described in erythema multiforme, but intervals as short as a few hours may occur in recurrent drug-induced erythema multiforme (Huff et al. 1983 ).
The antioestrogen tamoxifen was used successfully in this case. It has a peripheral antioestrogen action and by interfering with pituitary and hypothalamic feedback mechanisms suppresses ovulation and hence the postovulation rise in progesterone. Our patient has been amenorrhoeic on this drug and has been completely free of lesions. This treatment provides a valuable alternative to oophorectomy in the control of this prolonged and recalcitrant condition. A non-functioning adrenal carcinoma is reported in a patient who 10 years previously had had a large non-functioning adenoma excised from the same adrenal gland. Histology at that time showed some abnormal mitotic figures but no evidence of malignancy, and the possibility is raised that adrenocortical carcinoma may arise from malignant change within an adenoma, an association not hitherto described.
Case report
A 56-year-old man was admitted for investigation of a mass in the left hypochondrium. Over the previous 18 months he had experienced backache and general malaise, but the symptoms had progressed rapidly a month prior to admission with a severe left hypochondrial ache. Ten years previously he had undergone laparotomy for excision of a mass in the left hypochondrium which was shown on histological examination to be an adrenocortical adenoma.
On this admission examination revealed a firm, tender, nodular mass deep in the left hypochondrium. There were no clinical signs of endocrine derangement. Investigations revealed a haemoglobin of 12.7 g/dl and ESR 64mm in the first hour. Electrolytes, liver function tests and serum cortisol were within normal limits. Abdominal ultrasound showed a well-defined mass lying above the left kidney which was displaced inferiorly. This was clearly depicted on CT scan. Renal arteriography showed the mass to have a malignant arterial circulation pattern and initial histological confirmation was obtained by needle aspiration cytology. He was prepared for surgery and on 7 November 1983 underwent a thoracoabdominal laparotomy. A 17 x 12 x 10 cm tumour was found lying above and medial to the left kidney and extending behind the pancreas, with a second 5 cm tumour mass in the gastrosplenic omentum. An en bloc excision of both tumour masses with the left kidney, spleen and tail of pancreas was carried out. There was considered to be residual tumour within para-aortic glands which were marked with silver clips. The patient made an uneventful postoperative recovery.
Histology showed the tumour to be an adrenocortical carcinoma with involvement of several lymph nodes in the specimen.
Discussion
Carcinoma of the adrenal cortex is a rare tumour which carries a poor prognosis. The tumour may arise from any of the layers of the adrenal cortex and can produce two types of clinical picture, a 'functioning' or 'non-functioning' syndrome depending on the capacity of the malignant cells to produce cortical steroids. 'Non-functioning' tumours tend to present late as they do not give rise to endocrine syndromes and only become apparent by increase to a substantial size or by metastases.
The present case illustrates well the late presentation of endocrinologically inert adrenocortical tumours and, as the patient had 10 years previously had an adrenal adenoma excised from the same adrenal, also raises the possibility that the adrenocortical carcinoma had arisen within residual adenoma tissue.
Adrenal tumours grow in an anatomical site elusive to the clinician's examining hand and when palpable have usually reached a considerable size, in contradistinction to functioning tumours whose endocrine effects are -apparent when the tumour is often very small. In this patient, ultrasound and CT scan were highly accurate and provided adequate information for planning subsequent surgery; it is intended to use serial CT scanning in the follow up.
In a review of the literature in 1974, Levinsky et al. found only 178 reported cases of nonfunctioning adrenocortical carcinoma. Richie & Gittes (1980) , in a recent overview of the subject, have indicated that at present the key to effective management is early diagnosis and radical surgery. In this patient extensive surgery. was required and a thoracoabdominal approach was essential to give adequate surgical exposure. As residual tumour was left in para-aortic lymphatics, postoperative radiotherapy was given and at sixmonth follow up the patient was well and asymptomatic. The role of radiotherapy in adrenocortical carcinoma has not been fully assessed. Percapio & Knowlton (1976) have reported favourable results, but other reports in the literature suggest it is ineffective (Hajjar et al. 1975) . In view of the rarity of the tumour, multicentre trials are needed for proper evaluation of the most effective therapeutic approach if the present poor prognostic outlook is to be improved.
The health hazards of cigarette smoking are numerous. However, skin reactions from tobacco are rare in tobacco handlers, and extremely rare in consumers. We report the case of a patient who developed allergic contact dermatitis of the hands and face from cigarette tobacco. The allergen has been extracted from tobacco leaf (Nicotiana tabacum), although attempts to characterize it further have so far proved unsuccessful.
Case report A 26-year-old man presented with a one-year history of vesicular eczema on the pulp of the right thumb, the ulnar aspect of the index finger, the radial aspect of the middle finger (Figure 1 ) and the lower lip, corresponding to areas of contact with cigarettes. 
